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The multiaxial diagnostic system introduced in DSM-III promoted the inclusion of psychological, social and occupational functioning in clinical evaluations using the Global Assessment of Functioning (GAF) Scale. Since DSM-IV, Axis V has been expanded to include the possibility of rating family functioning with the inclusion of the Global Assessment of Relational Functioning Scale (GARF), the first explicit DSM recognition of interpersonal relationships described with criteria, in the appendix on proposed axes for further study (American Psychiatric Association [APA], 1994) . The GARF was developed by the Group for the Advancement of Psychiatry (GAP), Committee on the Family (1996) . It was an effort to alert clinicians to evaluate not only individuals, but also relational functioning. The GAP decided to create a new scale with no particular influence from any family therapy school that would gain acceptance from both family therapists and nonfamily therapists. The scale also includes clinically relevant dimensions and does not require special training for raters.
The GARF is a clinician-rated scale, analogous to the GAF. The GARF can be used to obtain an overall picture of family or other relational functioning on a hypothetical continuum ranging from competent, optimal relational functioning to a disrupted dysfunctional relationship. The GARF evaluates three aspects of family functioning: (1) problem resolution, (2) organization and (3) emotional climate. Problem-solving refers to skills in negotiating goals, rules and routines, adaptability to stress, communication skills and the ability to solve conflicts. Organization is defined as maintenance of interpersonal roles and subsystem boundaries, hierarchical functioning, coalitions, and the distribution of power, control and responsibility. The third domain, emotional climate, includes the tone and range of feelings, quality of care, empathy, involvement and attachment/commitment, sharing of values, mutual affective responsiveness, respect and regard, and quality of sexual functioning. The scale is scored from 0 to 100, with higher ratings representing better family functioning. The GARF has five anchor points which include detailed definitions describing the family's function for scores between 1-20, 21-40, 41-60, 61-80, and 81-100. Dausch, Miklowitz, and Richards (1996) conducted a concurrent validity study of the GARF with 73 bipolar patients and their relatives in the USA. The diagnosis was confirmed using the Structured Clinical Interview for DSM-IIIR (SCID). The sample included patients with current mania, depressive or mixed episodes. Ratings obtained from the Camberwell Family Interview (CFI; B. L. Brown & Rutter, 1966) and two other scales, Affective Style (AS; Doane, West, Goldstein, Rodnick, & Jones, 1981) Transcultural Psychiatry 44 (1) and Coping Style (CS; Strachan, Feingold, Goldstein, Miklowitz, & Nuechterlein, 1989) were compared with that obtained using the GARF. The investigators found that the GARF ratings discriminated between families rated high and low in expressed emotion, with families rated as high in emotional overinvolvement showing the lowest relational functioning scores. In addition, they found that GARF scores also correlated with affective negativity (e.g., negative affective communication: frequent criticisms, intrusive statements) scores derived from the interactional taskbased affective style and coping style coding systems. Hilsenroth and colleagues (2000) investigated the reliability and convergent and discriminant validity of the GARF. Forty-four outpatients from a university clinic were rated on three of the DSM-IV Axis V scales, the GAF, the GARF and the Social and Occupational Functioning Assessment Scale (SOFAS). All three had high levels of reliability. The GARF and the SOFAS were individually better correlated with the GAF than they were with each other. The GARF did not correlate well to the self-report measures investigated, the SCL-90-R global severity index, the Social Adjustment Scale global score and the Inventory of Interpersonal Problems total score. The GARF was related to clinician-rated personality problems on the personality disorder index (the authors used a dimensional measure for evaluating personality disorder diagnosis: 2 = positive, 1 = subclinical features/traits of a personality disorder, and 0 = no evidence of Axis II psychopathology). The authors proposed that the scale could be used as an index for personality pathology.
Hay, Katsikitis, Begg, Da Costa, and Blumenfeld (2003) conducted a two-year follow-up study and prospective evaluation of the DSM-IV Axis V scales. They evaluated 53 patients using the GAF, GARF and SOFAS. In addition, they included measures to evaluate outcome, quality-of-life, severity of illness, Axis I diagnosis, client satisfaction, social adjustment and functioning. The GARF had a low correlation with measures of severity of illness or hospital length of stay. Participants that received at least two family visits a week had significant higher ratings on the GARF. Furthermore, in 12 assessments conducted jointly with two interviewers high interrater reliability was demonstrated. They concluded that the scale seemed useful for cases with specific interest in relational functioning.
The GARF was translated into Portuguese under license from the American Psychiatric Association, for inclusion in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Portuguese version (DSM-IV-TR; APA, 1995). Despite the fact that DSM-IV-TR and its incorporated GARF is used internationally, and translated in multiple languages, its cross-cultural validation is limited. The present study examined the validity of the Brazilian-Portuguese language version of the GARF in Brazil.
Methods
Forty-two participants with a recurrent major depressive disorder were referred to the study by their psychiatrists from three inpatient psychiatric units and two outpatient units located in the city of Sao Paulo. The inpatients originated from Nossa Senhora de Fatima and Nossa Senhora do Caminho psychiatric hospitals and from the psychiatric unit of the Hospital Sao Paulo. Patients were referred from the outpatient mood disorders program of Federal University of Sao Paulo and from the outpatient unit of Hospital do Servidor Publico Estadual. The study received institutional review boards approval for all participant hospitals and all participants provided signed informed consent.
Patients were eligible if they were between 20 and 65 years old and, based on their medical records and subsequent psychiatric interviews, had no history of alcohol or drug dependence, schizophrenia or any previous mania episode. Thirty-four patients were enrolled as eight families declined participation. There were no differences in the demographic or clinical variables among the refusals and participants. Data collection occurred between September 1999 and August 2000.
Interviews were conducted during three sessions, all within one month of the initial interview. During the first visit, the evaluations included: (1) a psychiatric interview; (2) the SCID module for depression to confirm a DSM-IV diagnosis of major depression, recurrent; (3) the GAF (Axis V of DSM-IV); and (4) an inventory for demographic data.
On the second visit, a semi-structured interview to assess family functioning was conducted by an experienced family therapist. The therapist had a degree in family therapy; she had completed a two-year course in systemic family sociodrama (Seixas, 1992) , a specialization course recognized by the Brazilian Ministry of Education (MEC), and had six years of experience. The interview was completed with the patient and the spouse or a first-degree relative that had intimate contact with the patient; e.g., living together or seeing the patient almost daily for at least two hours per day. The relationship between the patient and this elected family member was evaluated during the visit. The first part of the interview consisted of construction of a genogram that included a drawing of the relationships between all members of the nuclear family (McGoldrick & Gerson, 1985) . This allows the therapist to learn about family members' roles, boundaries, hierarchical positions and interpersonal relations. The second part of the interview utilized a method called picture of the family, in which family members express the way they see their family, creating a portrait that permits the therapist to evaluate coalitions, empathy, intimacy and quality of involvement between them. During the entire interview notes were taken to evaluate the emotional climate; special attention was given to tone of voice, aggression, quality of care, empathy, and comprehensiveness. This semi-structured interview was conducted by the family therapist (AFM) and was adopted as the gold standard. Family functioning was scored as functional or dysfunctional using a scale from 0 to 4. Family functioning was classified as follows: 0 = satisfactory family functioning; 1 = satisfactory family functioning with subclinical relational problems, not interfering with overall family functioning; 2 = mild relational problems interfering with family functioning; 3 = moderate relational problems with some impairment in family functioning; 4 = severe relational problems with significant impairment in family functioning. A score above 1 was indicative of clinical family dysfunction.
During the third visit a trained psychologist, blind to the data collected at the other interviews, assessed the family functioning using the GARF. The GARF scale has a simple guide developed by Dausch and colleagues (1996) used during the training procedure. Mental health professionals who are not necessarily trained in family therapy are the intended users of the GARF, as an additional instrument to provide a more complete evaluation, including the patient's interpersonal functioning. GARF scores range from 0 to 100 and can be divided into five categories: 0 = inadequate information; 43, 76 (APA, 1994) .
Psychologist training included a review of the literature on depression and family functioning, reviewing the literature on the GARF scale, and conducting five GARF pilot family ratings under the supervision of the family therapist. Discrepancies in ratings were discussed until solved. Two second-year psychiatry residents were trained in the administration of the SCID, Portuguese version, based on the Portuguese translation of the SCID training manual (Del-Ben, Rodrigues, & Zuardi, 1996) . The SCID interview focused on the modules for depression and dysthymia. Depressive symptoms were rated as mild, moderate, or severe. The GAF score was obtained based on the psychiatric interview.
The results obtained by the semi-structured interview to assess family functioning were compared with the GARF scores, and validity coefficients were calculated (Sackett, Richardson, Rosenberg, & Haynes, 1998) . A correlation analysis between the two measures was also conducted. Confirmation of the cut-off points between the 5-point scale from the semi-structured interview and the GARF was performed using Receiver Operator Curve (ROC) analysis.
To test the influence of demographic and clinical variables on the GARF, those variables that were statistically significant (p < .05) in bivariate analyses were entered into a backward regression analysis model. Variables with p < 0.1 remained in the model.
Results
Thirty females and four males with a mean age of 43 ± 10 years participated in the study. The number of years of education was divided into approximately four quartiles: 0-4, 5-8, 9-11, and 12-16. Twenty-nine patients were married or in common-law relationships, five were divorced, four had never been married and one was a widow; 67% were employed. Eleven of the participants had co-morbid dysthymia. Half of the sample had one prior episode of major depression, 35% had two prior episodes, and 15% had more than two earlier episodes. The subjects had GAF scores ranging from 31 to 70 as follows: 31-40, 9%; 41-50, 20%; 51-60, 62%; and 61-70, 9%.
Based on the gold standard interview, 20.6% of the families were scored as functional and 79.4% were scored as dysfunctional. The corresponding GARF cut-off point where families could be divided into functional or dysfunctional was 75. The validity coefficients were calculated for the 75 cut-off point and the two nearest points (70 and 80). The validity coefficient for the GARF that had the best balance between sensitivity and specificity was 70 (sensitivity, 78%; specificity, 86%; positive predictive value, 95%; negative predictive value, 50%; and incorrect classification, 20%; see Table 1 ). The ROC analysis confirmed the cut-off point (area under the curve = 0.87; p < .002; 95% confidence interval, 0.75-0.99; cutoff, 72.5). The correlation between the results from the 5-point scale from the semi-structured interview and the GARF as a continuous measure from 1 to 100 was r = .68, p < .01.
The multiple regression analysis model included the following variables: patient's educational level, family member's educational level, family income, severity of the depressive episode, and role of the family member. The variables that reached significance (p ≤ .05) in the regression analysis were: patient's educational level, severity of the depressive episode, and the relative's role in the family (for the analyses, family role was divided into two categories, spouse or not spouse) ( Table 2 ). These three variables accounted for 41% of the variance in GARF scores. When a patient had fewer years of education, the current depressive episode was severe, and the elected family member was a spouse, the GARF score increased significantly. Limiting the analysis to married couples (n = 21), if the Transcultural Psychiatry 44 (1) participating family member was the spouse (n = 14) GARF scores remained significantly lower (Fisher's exact test, p = .02).
Discussion
The GARF allowed good recognition of dysfunctional families, although measurement of functionality was not quite satisfactory. The cut-off point with the best balance between sensitivity and specificity was 70. The 70 cut-off point had a positive predictive value of 95% and a negative predictive value off 50%. This study used subjects with depressive disorders and their families, who are expected to have greater family dysfunction than the general population (Keitner, Miller, Epstein, Bishop, & Fruzzetti, 1987) and the Brazilian-Portuguese version of the GARF recognized the high rate of family dysfunction in our sample. However, the 70 cutoff point may not necessarily provide an adequate balance between sensitivity and specificity for other diagnoses and may need to be recalibrated depending on the researcher's objectives. The multiple regression model, with patients with chronic depression in Brazil found that lower patient educational attainment, increased severity of the current depressive episode, and the spouse participating in the clinical interview increased the GARF score. This finding might suggest that families with lower education may be more tolerant of their depressed family members, or are less aware of family discord. Lower education and lower income are usually co-linear in Brazil and although the variable family income did not reach statistical significance in this study, the variables were positively correlated. During the family interviews, families with lower incomes showed fewer expectations of their depressed family member than the families with higher income. Families with higher levels of education not only were more explicit about their expectations, but also anticipated more from their depressed family member. This pressure on the depressed member was perceived during the interviews and contributed to lower scores on the GARF for the higher educated families.
The finding that better family function was noted with increased severity of depression is inconsistent with earlier literature (Keitner et al., 1987) . When a family member becomes severely depressed increased cohesion among family members may be a necessary coping skill for an emergent complex problem. Dausch et al. (1996) , however, concluded in their GARF validity study that the scale's scores were not influenced by the clinical severity of the illness. Likewise, Hilsenroth and colleagues (2000) found no relationship between GARF scores with severity on the SCL-90-R, and Hay et al. (2003) were not able to demonstrate an association with length of stay and GARF scores. This was not the case in this study, or in earlier investigations of family functioning among individuals with major depression. The issue of the role of family in major depression needs further study.
A third finding was that when the spouse participated in the interview the GARF scores increased. The present study was not based on self-report ratings for evaluating family functioning; one possible explanation is that the objective evaluation may be responsible for this result. Studies using self-report measures may be influenced by the depressed patient's negative cognitive view of the world, part of their symptomatology (Keitner & Miller, 1990) and can bias the outcome. Patients with depression commonly complain about their spouses and about having relationship problems with them (G. W. Brown & Moran, 1994; Klerman & Weissman, 1994) . The marital relationship is complex and cannot be considered as a linear function in a model; its impact on distress is not a simple cause effect relationship (Keitner & Miller, 1990) , and as a result frequently difficult to interpret. A study comparing the GARF with self-report ratings in a depressed population would be of interest to elucidate this finding.
Transcultural Psychiatry 44(1) Our study had limited resources. Only one family therapist and one psychologist conducted the family ratings, not allowing assessment of reliability. At the time that the study was conducted, no other instrument in Portuguese was available as a gold standard measure of family function; as a result we developed the semi-structured interview. In addition, selfreport family function instruments were not available in Portuguese to correlate with our findings. Interestingly, the literature lacks any study comparing the GARF with established self-report family functioning instruments.
Despite these limitations, the Brazilian-Portuguese version of the GARF produced acceptable sensitivity and specificity coefficients in a sample of individuals with major depression. Further investigation on the reliability of the scale and its validity and utility is needed if it is to be included as part of Axis V where all clinicians whether or not trained in family therapy may utilize it.
